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Introduction  
 
For centuries, the definition, measurement and improvement of quality in health care has 
been an issue of primary importance (Roberts, 1987). The concept of quality in health 
care has developed from a purely technical approach to a multi-faceted issue (Donabe-
dian, 1987) which now tries to satisfy the needs, interests and demands of three principal 
interest groups (Ovretveit, 1992). These parties have been described as being those who 
provide the service (i.e. the health care professions), those who manage it, and those who 
use it (i.e. patients). Each group has its own specific and different interests and opinions 
on the definition, measurement and improvement of hospital service quality (Senthilku-
mar.N, 2010). However, health care system still lacks a unified process for assessing the 
various elements of quality. It is not surprising knowing the complexity of health care ser-
vices and difficulty of service quality evaluation. 
 
According to McGlynn (1997), patients, 
service providers and other parties in-
volved in the health care system, define 
quality differently what leads to the use of 
different methods of quality evaluation. 
The most commonly accepted definition of 
health care quality was proposed by Insti-
tute of Medicine in 1999, where quality of 
care was defined as "the degree to which 
health services for individuals and popula-
tions increase the likelihood of desired 
health outcomes and are consistent with 
current professional knowledge" (IaM, 
1999). This definition discloses well the 
complexity of the concept of quality and 
quality evaluation. In designing a coordi-
nated strategy, one must ensure that the 
complex dynamics of health care delivery, 
the varying levels at which care might be 
evaluated, and the different perspectives 
of the key stakeholders in the system are 
adequately represented. 
 
To some extent service quality is "in the 
eye of the beholder"(Senthilkumar. N & 
Arulraj. A. 2009). That is the reason why 
expectations associated with different as-
pects of care are likely to vary among dif-
ferent stakeholders. Considering this, the 
research objective of this paper is formu-
lated as the following objective in mind: 
Optimizing the   stake holders’ perspective 
on enhancing   service Quality in Health-
care.  
 
The aim of this paper is to analyze differ-
ent perspectives on health care quality in 
the level of health care organization and to 
determine quality dimensions, important to 
patients, health care professionals and 
managers, so that  optimization of different 
stake holders perspective in enhancing the  
service quality.   
 
Research methods:  A rigorous, systemic 
and comparative analysis of scientific lit-
erature.  
 
The next section dealt with the conceptual 
overview of definitions of health care qual-
ity; distinguish between three major per-
spectives on health care quality at the 
level of health care institution, from the 
patient, professional and manager point of 
view. Further sections will discuss the 
possible ways of optimizing the different 
stake holders’ perspective in enhancing 
the service quality in health care. 
 
Concept of Service Quality in Health-
care 
 
Many efforts have been made trying to de-
velop the thorough and generally applica-
ble definition of service quality in health 
care. Donabedian (1980) defined health 
care service quality as "that kind of care 
which is expected to maximize an inclu-
sive measure of patient welfare, after one 
has taken account of the balance of ex-
pected gains and losses that attend the 
process of care in all its parts ". In 1984 
the American Medical Association defined 
health care service quality as such care, 
"which consistently contributes to the im-
provement or maintenance of quality 
and/or duration of life" (Blumenthal, 1996). 
The association identified specific attrib-
utes of care that should be examined in 
determining its quality, including an em-
phasis on health promotion and disease 
prevention, timeliness, the informed par-
ticipation of patients, attention to the spe-
cific basis of medicine, and the efficient 
use of resources. Quality has also been 
defined as "the abilities to reach the de-
sired objectives using legitimate means ", 
where the desired objectives implied "the 
achievable level of health" (Donabedian, 
1988). Thus, quality is attained when a 
physician properly helps the patient to 
reach an achievable level of health. Ac-
cording to Helminen (2000), this definition 
emphasizes the professional point of view. 
The European Committee for standardiza-
tion in 1994 suggested more generalized 
definition of quality: "Quality is the totality 
of characteristics of an entity that bear on 
its ability to satisfy stated or implied 
needs" (Helminen, 2000). Such a definition 
allows integrating both service providers' 
and patients' expectations, when talking 
about health care service quality. On the 
other hand, Ovretveit (1992) defines qual-
ity as "fully meeting the needs of those 
who need the service most, at the lowest 
cost to the organization, within limits and 
directives set by higher authorities and 
purchasers". The literature concerning 
service quality dimensions in the health-
care industry is replete with studies from 
the developed world; researchers from de-
veloping countries have been exploring 
the applicability of the related models and 
frameworks in their specific context.These 
different approaches to quality show that 
there are several different perspectives to 
quality of health care, at which quality can 
be analyzed. Different perspectives on and 
definitions of quality logically call for differ-
ent methods of quality measurement and 
management. 
 
Patients Perceived Health Care Quality  
 
“In India and many developing countries, 
the excessive emphasis on service cover-
age and inputs in the provision of health 
services has ignored the needs of the very 
people for whom these health services ex-
ist. Incorporating patient views into quality 
assessment offers one way of making 
health services more responsive to peo-
ple’s needs”(Rao et al., 2006) knowing 
that the public health care centers in India 
are losing their importance due to poor 
quality of services (Bhandari, 2006). 
Healthcare services, being credence in 
nature, are difficult to evaluate. Hence, 
understanding the perceptions of custom-
ers’ gains prominence and significance, in 
the absence of availability of an objective 
measurement of medical care. (Padma 
et.al, 2009) 
 
Most patients do not have the knowledge 
to evaluate effectively the quality of the 
diagnostic andTherapeutic intervention 
process or information necessary for such 
evaluation is not shared with the patients. 
Thus, patients base their evaluation of 
quality on interpersonal and environmental 
factors, which medical professionals have 
always regarded as less important 
(Senthilkumar.N, 2010). Moreover, most 
patients cannot distinguish between the 
caring performance and the curing per-
formance of medical care providers (Lam, 
1997) 
 
Patients tend to define quality in terms of 
their preferences and values, and that 
leads to quality definition emphasizing sat-
isfaction with health care and the results, 
such as recovery, mortality and functional 
status. An interest in the views of patients 
is not fundamentally inconsistent with phy-
sicians' views of quality. When talking 
about the quality of personal interaction 
between the service provider and the cli-
ent, health care professionals have always 
acknowledged that satisfying patients is 
essential to providing high quality care. 
However, at the same time, physicians 
have often discounted the importance of 
patients' perspective stating that patients 
have very limited knowledge of what con-
stitutes technical quality and because of 
the difficulty of measuring patients' views 
accurately and reliably.  
 
Both political and scientific developments 
have fostered the growing emphasis on 
the importance and legitimacy of patients' 
perspectives on the quality of care. Using 
psychometric techniques, researchers 
have developed better measures of pa-
tients' evaluations of the results of care, 
thus allowing patients' views to be as-
sessed with greater scientific accuracy. 
The view that consumers should have in-
formation and other resources necessary 
to make judgments about the value of 
goods and services finally was bound to 
influence and health care sector. The con-
cept of "patient-centered care" emerged 
(Blumenthal, 1996).  
 
Patients tend to evaluate health care qual-
ity according to the responsiveness to their 
specific needs. Most patients define qual-
ity as efforts of physicians to do everything 
possible for a patient. They often focus on 
effectiveness, accessibility, interpersonal 
relations, continuity and tangibles as the 
most important dimensions of quality. 
However, it is important to note that pa-
tients do not always fully understand their 
health service needs and cannot ade-
quately assess technical competence. 
Health providers must learn about their 
community's health status and health ser-
vice needs, educate the community about 
basic health services, and involve it in de-
fining how care is to be most effectively 
delivered (Brown et al, 1992).  
 
The most widely known and discussed 
scale for measuring service quality from 
the service recipient point of view is 
SERVQUAL (Parasuraman, Zeithaml, 
Berry, 1985; 1988). After a subsequent 
testing, authors identified 5 service quality 
dimensions: 1) reliability, 2) assurance, 3) 
tangibles, 4) responsiveness and 5) empa-
thy. SERVQUAL has been also applied to 
the health care field in numerous re-
searches (Babakus and Mangold, 1992; 
Brown and Swartz, 1989; Carman, 1990; 
Walbridge and Delene, 1993; Bowers et 
al, 1994; Lee et al, 2000; Koerner, 2000; 
Tucker and Adams, 2001; etc.). However, 
many researchers found, that SERVQUAL 
do not encompass all the dimensions of 
professional service quality and additional 
dimensions should be added, representing 
more technical quality aspects (for exam-
ple, "core medical service" - Haywood-
Fanller and Stuart, 1988, Lee et al, 2000; 
etc.), which are very important in health 
care. 
 
Health Care Professional's Perspective 
on Health Care Service Quality  
 
Healthcare providers’ focus is providing 
the appropriate treatment to their patients. 
They believe that this actually is the focus 
of the patients as well (Bopp, 1990). How-
ever, as Swartz and Brown (1989) ob-
served, patients’ perceptions often differ 
from those of the physician and physicians 
may misperceive their patients’ evalua-
tions. This causes dissatisfaction on the 
patient’s side and leads the patient to look 
for an alternative provider and spread 
negative word of mouth which would affect 
potential clients (Brown and Swartz, 1989; 
Swartz and Brown, 1989). 
 
Physicians also tend to balance between 
efforts to control costs, their own judgment 
about the best way of treatment and de-
mand to consider the values of patient 
while making the treatment choices 
(McGlynn, 1997). Those three things do 
not always lead to the same conclusion. 
Cost control frequently is achieved as third 
parties make decisions about what ser-
vices will be covered and what types of 
providers can offer those services. The 
involvement of the third parties may dimin-
ish the importance of physician judgment 
and autonomy, which may lead physicians 
to conclude that the technical quality of 
health care is suffering.  
 
Traditionally, health care professionals 
when talking about quality focused on the 
technical nature of health care events. The 
focus has been on the training and up-
dated skills of the physicians and the na-
ture of the actual medical outcome. One of 
the most widely used conceptual frame-
work for quality of health care was pro-
posed by Donabedian (1980) and is 
known as the "structure-process-outcome" 
model. "Structure" assesses the quality of 
health care through a study of the settings 
in which care takes place. "Process" re-
flects the interaction between the patient 
and health care professional, and depends 
on technical and interpersonal excellence. 
"Outcome" considers whether a change in 
a patient's current and future status can be 
attributed to health care received. In this 
model quality was viewed as technical in 
nature and assessed from the physicians' 
point of view. According to Lee et al. 
(2000), considering the potentially fatal 
and irrevocable consequences of malprac-
tice in health care, in contrast to other ser-
vice industries, it would be logical and de-
sirable for physicians to hold such an atti-
tude. Physicians define outcomes in terms 
of the biological status of the patient (for 
example, blood pressure, lung functioning, 
mortality), because these are the out-
comes they can control. The broader defi-
nition of the results of medical care en-
compasses physical, emotional and social 
functioning. Efforts to use outcomes as the 
sole metric for health care quality evalua-
tion ignores the fact that medical interven-
tions (the process of care) affect the out-
comes. And so, we cannot rely only on 
health outcomes when evaluating the 
health care quality.  
 
From the provider's perspective, quality 
care implies that he or she has the skills, 
resources, and conditions necessary to 
improve the health status of the patient, 
according to current technical standards 
and available resources. The provider's 
commitment and motivation depend on the 
ability to carry out his or her duties in an 
ideal or optimal way. Providers tend to fo-
cus on technical competence, effective-
ness, and safety. Just as the health care 
system must respond to the patients' per-
spectives and demands, it must also re-
spond to the needs and requirements of 
the health care provider. In this sense, 
health care providers can be thought of as 
the health care system's "internal clients". 
They need and expect effective and effi-
cient technical, administrative, and support 
services in providing high-quality care 
(Brown et al., 1992). 
 
Manager's Perspective on Health Care 
Quality  
 
In today’s highly competitive healthcare 
environment, hospital administrators, like 
all other public or private organizations 
and institutions, are confronted with the 
necessity of measuring both their financial 
(costs, revenues, profitability) and non-
financial performance (quality of their ser-
vices), in order to improve their functions 
and increase their competitiveness. Per-
formance measurement is not an easy 
task in health services, where a wide 
range of stakeholders is involved. 
 
Managers of health care organization are 
rarely involved in delivering patient care, 
although the quality of patient care is cen-
tral to everything they do. Focusing on the 
various dimensions of quality can help to 
set administrative priorities. Health care 
managers must provide for the needs and 
demands of both providers and patients. 
Also, they must be responsible stewards 
of the resources entrusted to them by the 
government, private entities, and the 
community. Health care managers must 
consider the needs of multiple clients in 
addressing questions about resource allo-
cation, fee schedules, staffing patterns, 
and management practices. According to 
Brown et al. (1992) managers tend to feel 
that access, effectiveness, technical com-
petence, and efficiency are the most im-
portant dimensions of quality.  
 
Jun et al. (1998) summarized the findings 
from the focus groups (consisted of physi-
cians, managers and patients) as illustra-
tion of population similarities and differ-
ences with respect of health care quality. 
The authors found that patient groups dis-
played more similarities with the managers 
group and those groups focused heavily 
on functional quality attributes, while phy-
sician group focused on technical quality 
attributes. Responsiveness was a strong 
concern for patients. Communication was 
a key dimension of health care quality in 
all three groups. There was a sharp con-
trast between definitions of quality used by 
physicians and managers. Physicians see 
their role as that of performing according 
to the norms of the profession, while man-
agers' focus on accomplishing financial 
and other mission-related goals of the in-
stitution. 
 
Optimizing the different perspectives on 
health care service quality 
The health care service quality evaluation 
must find a way, which encompasses ex-
pectations and needs of every party in-
volved. With reference to McGlynn (1997), 
a starting point is to make explicit what 
patients, health care professionals and 
managers value and regard as an essen-
tial mission of health care. Areas of 
agreement among these perspectives 
must define the central focus for quality 
measurement. Areas in which an objective 
is not shared by all groups but is not nec-
essarily in conflict with other expectations 
should be incorporated into the quality 
measurement system next. Areas of direct 
conflict require solutions outside the qual-
ity assessment arena.  
 
Historically the literature suggests that 
physicians in general put more emphasis 
on medical outcomes than on either pa-
tient perceptions of process or structural 
determinants of health care quality. Pa-
tients, it is believed, determine health care 
quality mainly from the functional determi-
nants, as they are less empowered to 
judge technical quality. Administrators are 
driven by financial considerations to em-
phasize patient satisfaction as a measure 
of quality because patient satisfaction is 
believed to be central to effective market-
ing of a health care organization. It is now 
possible to combine patient perceptions 
with quality measures derived from other 
sources, such as clinical or administrative 
databases or medical record review, to 
achieve a more comprehensive and useful 
measure of overall quality (Bowers and 
Kiefe, 2002).  
 
Taking into consideration those quality as-
pects that are important to every group 
discussed above, we can identify some 
essential health care quality dimensions, 
which should be included into the compre-
hensive quality evaluation process.  The 
analysis of scientific literature revealed 
that the most important health care quality 
dimension for patients (health care provid-
ers had also already acknowledged its im-
portance) might be generally called as "in-
terpersonal relations" (this term has its 
theoretical justification ¬Brown et al., 
1992). The dimension of interpersonal re-
lations refers to the interaction between 
providers and patients, managers and 
health care providers, health institution 
and the community. Good interpersonal 
relations establish trust and credibility 
through demonstration of respect, confi-
dentiality, courtesy, responsiveness and 
empathy. Effective listening and communi-
cation are also important. Inadequate in-
terpersonal relations can reduce the effec-
tiveness of a technically competent health 
service. Other terms, like "responsive-
ness" - willingness or readiness of em-
ployees to provide service (Parasuraman 
et al., 1985; 1988) or "patient centered-
ness" - the degree to which a system ac-
tually functions by placing the patient /user 
at the center of its delivery of healthcare 
and is often assessed in terms of patient's 
experience of their health care (Kelley and 
Hurst, 2006) are used to describe this di-
mension. Dimension of "interpersonal rela-
tions" includes all the aspects of functional 
quality that are important to patients and 
usually are evaluated employing the 
SERVQUAL scale, except of the dimen-
sion "tangibles".  
 
"Tangibles" (Parasuraman et al., 1985; 
1988) or "amenities" (Brown et al., 1992) 
refer to the features of health services that 
do not directly relate to clinical effective-
ness but may enhance the patient's satis-
faction and willingness to return to the fa-
cility for subsequent health care needs. 
Amenities are also important because they 
may affect the patient's expectations about 
and confidence in other aspects of the 
service. Tangibles relate to the physical 
appearance of facilities, personnel and 
materials, as well as to comfort, cleanli-
ness and privacy. This conforms to the 
element "structure" in Donabedian's con-
ceptualization of health care quality.  
 
'Technical competence" refers to the skills, 
knowledge, capability and actual perform-
ance of health care providers, managers 
and support staff. Technical competence 
relates to how well providers execute prac-
tice guidelines and standards in terms of 
dependability, accuracy, reliability and 
consistency (Brown et al., 1992). For 
health care providers it includes clinical 
skills related to preventive care, diagnosis, 
treatment and health counseling. Compe-
tence in health management requires skills 
in supervision, training and problem solv-
ing. The requisite skills of support staff de-
pend on individual job descriptions. "Com-
petence" is very important dimension for 
health care professionals and represents 
the degree, to which health providers has 
training and abilities to diagnose, treat and 
communicate with patients. There are 
many potential aspects of competence in 
this context, including technical compe-
tence as well as cultural competence (Kel-
ley and Hurst, 2006).  
 
"Accessibility" is the ease with which 
health services are reached. Access can 
be physical, financial or psychological, and 
requires that health services are a priori 
available (Kelley and Hurst, 2006). Organ-
izational access refers to the extent to 
which services are conveniently organized 
for clients, and encompasses issues as 
clinic hours and appointment systems, 
waiting time and the mode of service de-
livery (Brown et al., 1992).  
 
The dimension of "safety" means the de-
gree to which health care processes avoid, 
prevent, and ameliorate adverse outcomes 
or injuries that stem from the processes of 
health care itself (Kelley and Hurst, 2006). 
Safety means minimizing the risks of in-
jury, infection, harmful side effects or other 
dangers related to service delivery. Safety 
involves the provider as well as the patient 
(Brown et al., 1992).  
 
A key dimension is "effectiveness" which 
is the degree of achieving desirable out-
comes, given the correct provision of evi-
dence-based health care services to all 
who could benefit, but not to those who 
would not benefit (Arab, et al. 2003; WHO, 
2000). Donabedian stresses that effec-
tiveness is the extent to which attainable 
improvements in health are, in fact, at-
tained (Donabedian, 2003; Donabedian 
1980). Juran and other authors cite effec-
tiveness as the degree to which processes 
result in desired outcomes, free from error 
(Juran and Godfrey, 2000). Effectiveness 
is an important dimension of quality at the 
central level, where norms and specifica-
tions are defined. Effectiveness issues 
should also be considered at the local 
level, where managers decide how to 
carry out norms and how to adapt them to 
local conditions.  
 
"Efficiency" of health services is an impor-
tant dimension of quality because it affects 
service affordability and because health 
care resources are usually limited. Effi-
cient services provide optimal rather than 
maximum care to patient and community; 
they provide the greatest benefit within the 
resources available (Brown et al., 1992). 
"Efficiency" is the system's optimal use of 
available resources to yield maximum 
benefits or results. It speaks to a system's 
ability to function at lower costs without 
diminishing attainable and desirable re-
sults (Donabedian, 2003).  
 
"Outcomes" is the essential element in 
health care service quality. Usually this 
dimension was treated as exclusively 
health care provider's prerogative when 
evaluating the quality of health care ser-
vices. But now is obvious that outcomes in 
part can be also evaluated by patients. 
Outcomes can be defined as the change 
in a patient's health status that may be at-
tributed to the medical care provided 
(Turner and Pol, 1995; Ward et al., 2005). 
As this dimension represents the technical 
quality, such terms like "core medical ser-
vice" (Haywood-Farmer and  Stuart, 1988; 
Lee et al., 2000), "patient outcomes" and 
"patient satisfaction" (Bowers et al., 1994; 
Lun et al., 1998) might be used as syn-
onymous. Considering the exceptional im-
portance of this dimension, outcomes 
should be evaluated by all groups in health 
care institution: physicians evaluate out-
comes according to clinical benchmarks, 
managers - according to financial, mission 
related goals of institution, and patients - 
according to their perceptions of cure.  
The crux of the problem lies with the ad-
ministrators in striking an optimum balance 
between the various quality dimensions as 
listed below and as shown in the figure 1: 
 
1) "Interpersonal relations" - refers to the 
interaction between service providers and 
recipients through establishing trust, 
credibility, demonstration of respect, confi-
dentiality, courtesy, responsiveness, em-
pathy and effective communication; 2) 
"Tangibles" refers to the features of health 
services that do not directly relate to clini-
cal effectiveness but may enhance the pa-
tient's satisfaction and willingness to return 
to the facility for subsequent health care 
needs. Tangibles relate to the physical 
appearance of facilities, personnel and 
materials, as well as to comfort, cleanli-
ness and privacy; 3) "Technical compe-
tence" refers to the skills, knowledge, ca-
pability and actual performance of health 
care providers, managers and support 
staff, i.e., the "must be" features of health 
care service; 4) "Accessibility" - the ease 
with which health services are reached, 
i.e., clinic hours, waiting time, etc.; 5) 
"Safety" - minimizing the risks of injury, 
infection, harmful side effects or other 
dangers related to service delivery. Safety 
involves the provider as well as the pa-
tient; 6) "Effectiveness" is the extent to 
which attainable improvements in health 
are, in fact, attained; 7) "Efficiency" is the 
system's optimal use of available re-
sources to yield maximum results; 8) "Out-
comes" can be defined as the change in a 
patient's health status that may be attrib-
uted to the medical care provided. "Out-
comes" is the essential element in health 
care service quality, but for a long time it 
was treated as exclusively health care 
providers' prerogative when evaluating the 
quality of health care. The truth is that 
"outcomes" can be evaluated by patients 
as well, for at least in some part. That's 
why this dimension should be evaluated 
by all three identified groups (patients, 
physicians and managers) in the health 
care institution. Last the evaluation of 
every group might be reasoned on differ-
ent aspects, according to the competence 
required and the point of reference. 
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Conclusion 
 
The concept of quality has many dimen-
sions, some of which are difficult to quan-
tify, but no less essential to its definition. 
We should incorporate the components 
listed above into a more comprehensive 
way of service quality measurement and 
management. As functional aspects of 
quality are especially important to patients, 
technical aspects are essential for health 
care professionals, and other aspects, 
such as effectiveness, efficiency are of 
primary importance to managers, all of 
them should be included into the process 
of health care quality evaluation.  Thus this 
paper’s objective of identifying the ways 
and means to optimize the stake holders’ 
perspective in enhancing the service qual-
ity in health care. 
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